SUMMARY A group of surviving, continuously resident elderly people was identified through linkage of data from two cross sectional studies (three years apart) of all types of hospital and homes provided within a defined geographical area. Although 60-70% were unchanged in their ability to perform basic activities of daily living, any change was most often deterioration: between three and four to one. The exception was for faecal incontinence: a higher proportion remained unchanged but of those who changed, more deteriorated than was so for other activities. Change was greater when all aspects of functional capacity were considered, though the extent of deterioration was similar. Greater change and greater deterioration were associated with increasing age, the male sex, shorter initial duration of stay, and residence in a geriatric ward. After adjustment for differences in such factors, patients in geriatric and psychiatric wards deteriorated to a similar extent but significantly more than residents of homes for the elderly. Few such data are available, yet they are necessary for assessing the impact of different institutional regimens and formulating rehabilitation strategies.
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Although longitudinal studies of the elderly which have focused on the effect of aging on such factors as intellectual function or behaviour and social adaptation have been carried out, data about changes in the functional status of elderly people are relatively scant.
Better decisions could be made regarding care for the elderly if data were available describing the impact of change on health or level of function.
The present study has examined changes in functional capacity among surviving elderly people in the entire range of institutionally based care provided within a defined geographical area.
Methods
The study was carried out in the Leicestershire Health District, a mixed urban and rural community with a total population of 836 300, of whom 112 500 were aged 65 and over. This proportion of elderly people was similar to that in the population of Britain as a whole.
In Leicestershire, as in other parts of Britain, institutional care for the elderly is provided by three main agencies: (a) the National Health Service (NHS); (b) the local authority social services department; and (c) the private and voluntary sector. Within this range of provision six specific types of care may be distinguished, and previous reports dealing with various aspects of the study have presented data in relation to them.1-3 The present report is concerned mainly with the three types of care that contain the majority of elderly people who require care beyond the confines of an acute episode or who are incapable of coping within the community, even with supporting domiciliary services. Two are provided by the NHS-beds in "geriatric" and "psychiatric" hospitals. The third group are places within "homes for the elderly," which are largely the responsibility of the local authority social services department (a much smaller number of these places are provided by voluntary agencies).
Data were gathered on all people aged 65 and over who were in any form of institutional care in the study area at the time of two cross sectional surveys, three years apart. Linkage of data in these two studies allowed a group of old people to be identified, from the initial population, who had been continuously resident over the entire three year period. The 40 To facilitate exploration of the effect of other variables-for instance, age and type of institutionon these events, a summary index was constructed for the group of patients whose status had either deteriorated or improved. This index was the "odds in favour of deterioration for those who changed" and was the ratio of the number of patients in the deteriorated category to those in the "improved" category for a particular variable under study.
Data are also presented for change in relation to all activities. The same status categories were used as for the individual aspects of function, but, in this case, change was taken to be a movement in either direction in any of the activities comprising the total activity of daily living score.
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The significance tests involving X2 described in the text were undertaken using the method of Clayton9 for the analysis of ordered categorical data using odds ratio statistics.
The populations of the three types of care with a sizeable long stay element differed in their compositions. Homes for the elderly contained an older population, 44% were aged 85 and over compared with 35% for geriatric and 15% for psychiatric facilities. In contrast, levels of incapacity were higher for the population in geriatric beds: 57% had a total ADL score of 7 or higher compared with 36% (psychiatric beds) and 16% (homes for the elderly).
In order to compare resident patients in different types of care, taking account of variables that significantly influenced deterioration in those who changed, a regression analysis model was applied using the generalised linear interactive modelling system (GLIM)10 using the method of Clayton."' A logistic regression analysis was used, the dependent variable being improvement (categorised as either improved or deteriorated). The independent variables considered were age (65-74 It is impossible to exclude fully a confounding effect. Indeed, it may seem more plausible that the matching of the two groups of elderly people has failed to take account of another important extraneous characteristic that both influences change in functional capacity and is more common in hospital patients than residents of homes for the elderly. The most logical candidate would seem to be a diagnostic effect-would the presence of incapacity arising from a specific disease process such as stroke, induce greater and more rapid deterioration than the same level of incapacity (judged on ADL) arising from increasing, non-specific frailty of old age? If another factor was influencing deterioration in function in this way, it might be expected to be manifest in terms of mortality. This hypothesis was not substantiated by the mortality component of the present study26: most of the significant differences in survival among elderly people in different types of care disappeared when differences in functional capacity and age were taken into consideration, a finding consistent with another study of the institutionalised elderly (albeit a smaller and more selected sample) in the British context.27 It seems unlikely that many disease processes (in the present study) did "over-ride" the prognostic effect 
